and January 2011 were assessed, and 35 patients were included in this study. 21 of these patients underwent only breast-conserving surgery (BCS) and HT (Group 1: T1N0M0-Group 1a, n = 16; T2N0M0-Group 1b, n = 5) and the others either BCS, HT and RT (Group 2, n = 4) or BCS, chemotherapy (CT), HT and RT (Group 3, n = 10). Adjuvant HT for all the patients comprised aromatase inhibitors. Results: The mean follow-up period for Groups 1, 2 and 3 were 32.2, 31.3 and 20.4 months, respectively. No locoregional recurrence or cancer-specific mortality occurred in any of these patients; 1 patient from Group 1 died of a different cause. Discussion: The BCS+HT regimen seems to be an efficient treatment option for early stage breast cancer in selected 70-year-old and older patient groups.
Introduction
Risk of breast cancer is directly correlated with age. Because incidence and mortality rates increase with ageing, breast cancer is one of the major medical problems in countries with an older population [1] . Of women diagnosed with breast cancer, 40% are aged 65 and older. More women of ≥ 65 years die of breast cancer compared to other cancers [2] . Since overall life expectancy is increasing due to improvements in medicine, in the next decade, a 30% increase in the number of breast cancer cases in the elderly is expected [3] . Generally, elderly patients are excluded from breast cancer studies and also receive less aggressive treatment because of additional health problems [4, 5] . Therefore, for this age group, clinical data are scarce and there is no consensus on treatment modalities. Considering prospective randomized study results showing local recurrence rates of 8% and 1.2% after a 15-and 5.6-year-median follow-up period, respectively, for a tamoxifen (TMX)-only-treated elderly group, it would appear that no adjuvant radiotherapy (RT) is required in patients > 69 years who have small tumors if surgical borders are clean and hormone expressions are positive [6, 7] . However, for such patients aromatase inhibitors (AIs) are thought to achieve better local control than TMX. In the currently running ESTEEM study, estrogen receptor (ER)-positive patients older than 74 years who had operable tumors were randomized into 2 groups receiving: (1) adjuvant anastrozole treatment after standard surgery, or (2) primer anastrozole treatment without surgery. When the results of this study are published, the outcome of primer hormonal therapy (HT) treatment in the elderly will be much clearer [8] . In our study we assessed the efficiency of a breast-conserving surgery (BCS) plus HT treatment protocol in this age group.
Material and Methods
Data for ≥ 70-year-old T1N0M0 (stage I) and T2N0M0 (stage IIA) breast cancer patients were assessed at 2 centers between March 2004 and January 2011, and 35 of these patients were included in this descriptive case series study (table 1). All the study patients had undergone BCS and sentinel lymph node biopsy (SLNB). Inclusion criteria were hormone receptor (HR) positivity, clean surgical borders and SLNB negativity. There were 3 treatment options: (1) BCS + HT only (Group 1 comprising T1N0M0-Group 1a (n = 16) and T2N0M0-Group 1b (n = 5)); (2) BCS + HT + RT (Group 2, n = 4), and (3) BCS+ chemotherapy (CT) + HT + RT (Group 3, n = 10). AIs were used as HT in all 35 cases. Mean age, mean tumor size, stage at diagnosis, tumor grade, adjuvant therapy procedures, local relapse during follow-up and mortality rates were assessed.
The study was reviewed by the medical ethics committee and was performed in accordance with the medical ethics standards laid down in an appropriate version of the 1964 Declaration of Helsinki. The study was approved by The Institute's Protocol Review Board.
Results
Between March 2004 and January 2011, 522 patients underwent surgery for breast cancer at these 2 study centers. Of these, 35 (6.7%) were ≥ 70 years. Mean age was 74.5 years (range 70-83). Mean tumor size was 1.9 cm. At diagnosis, 24 patients (68.6%) were considered stage I, and 11 patients (31.4%) stage IIA. 15 patients (42.8%) had grade 1, 16 patients (45.7%) grade 2 and 4 patients (11.4%) grade 3 tumors. BCS + HT was given to 21 patients (60%) (Group 1: T1N0M0-Group 1a, n = 16; T2N0M0-Group 1b, n = 5). Group 2 (n = 4) received BCS + HT + RT, and Group 3 (n = 10) BCS + CT + HT + RT. Mean follow-up period for Groups 1, 2 and 3 were 32.2, 31.3 and 20.4 months, respectively. None of the patients showed locoregional recurrence or breast cancer-specific mortality during follow-up. One patient from Group 1a died of a non-breast cancer-related cause.
Discussion
Aging remains one of the most important prognostic factors in breast cancer. At the time of diagnosis, patients are usually > 50 years old or in a postmenopausal period. According to SEER (Surveillance, Epidemiology and End Results) data, the mean age for breast cancer is 61 years; breast cancer incidence between the ages of 45-54, 65-74, 75-84 and for 85 and older are 22.6, 19, 15.8 and 5.6%, respectively [9] . In a Turkish study, the mean age of breast cancer was 51.5 and the incidence rates for the age groups of 41-50, 51-70 and > 70 years Soyder/Özbaș/Koçak organ metastasis and contralateral cancer genesis in postmenopausal patients [22] . AIs are also more effective in patients older than 75 years [23] . AIs have also been shown to be more effective than TMX in the postmenopausal population. Standard surgical treatment is suggested for appropriate elderly patients and AI can be used as adjuvant HT to provide regional control in these patients. In the study of Martelli et al., patients of ≥ 70 years clinically shown to have a single N0 tumor of ≤ 3 cm received BCS; no adjuvant RT was given to patients who had negative surgical borders, and no axillary procedures were applied. A median 15-year follow-up of their patients who were given adjuvant TMX showed a local recurrence of only 8% in the same breast [6] . In another study including patients of ≥ 60 years with tumors of ≤ 1 cm that were HR positive, regional recurrence rates after BCS when RT was or was not applied were 1.2% and 0%, respectively, after a median follow up period of 5.6 years [7] . In the study of Hughes et al., BCS was applied to patients of ≥ 70 years with tumors of ≤ 2 cm. Patients, displaying either surgically negative or HR-positive tumors, were then randomized to 1 of 2 treatment arms: 1 aplying adjuvant RT to the breast and the other not. All patients received TMX for 5 years. At the median 5-year follow-up, the regional recurrence rate for patients receiving RT was 1%, and for those not receiving RT, 4%. The 5-year overall survival rates were similar (87 and 86%, respevtively) [24] . These data show that, in patients of 70 years or older with tumors of ≤ 2 cm, if the surgical borders of excised specimen are intact and hormonal expressions are positive, there is no need to apply adjuvant RT after BCS [25, 26] .
In our study, no cancer-specific mortality or local recurrence was seen during the 27.9-month follow-up in any of the groups. The BCS+HT regimen seems to be an efficient treatment option for early stage breast cancer in appropriate 70-year or older patients (small grade 1 tumors, relatively older age groups).
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Compared with younger patients, the elderly rarely have higher grade tumors. ER and progesterone receptor (PR) positivity are more common in elderly patients than in the premenopausal group. The ER positivity rate was 60% when considering all ages, but 70-95% in patients > 70 years [11] . In Pierga's study, 81% of 1,755 operable breast cancer patients older than 75 years showed a lower proliferation index but a higher rate of hormone-related tumors [12] . In our study, all patients were HR positive and 31 (88.6%) had tumors of grade 1 or 2.
BCS is the standard procedure suggested for every patient who has a small, early stage tumor. Many randomized control studies prove that it is as effective as mastectomy in elderly patients with early stage breast cancer [13] . For this group of patients, no differences in survival time or disease-free life expectancy were found for these treatment methods [14] . In addition, BCS offers a better life quality. In our study, BCS + SLNB was given to all of our patients. At least 70-80% of breast cancers in patients older than 65 years are HR positive. For this reason, all ER-and PR-positive elderly patients should be assessed for adjuvant endocrinological therapy after surgery [15] [16] [17] .
HT has an evident effect on survival rates in all patients, and 5-year therapy with TMX in HR-positve women older than 50 has a more positive effective on survival and relapse rate than CT. In addition, TMX decreases breast cancer occurrence rates by 40-50%. 5-year-adjuvant TMX therapy decreases the annual cancer-related mortality rate by 31%. In 66-88-year-old women, HT extends the 15-year-survival period by 21% [18, 19] .
While TMX used to be the only accepted adjuvant HT agent, nowadays AIs such as anastrozole, letrozole and exemestane present new horizons in treatment [20] . The choice of adjuvant agent has to be made considering recurrence risk, tumor biology and potential side effects. Studies comparing efficiency of TMX and AIs in early stage breast cancer show that AIs provide a longer disease-free life period but only a slight difference in survival rate [21] . Anastrozole lengthens disease-free life period, delays recurrence, decreases end-
